Introduction
The goal of this paper is both methodological and empirical. The methodological goal is to measure the state of multidimensional poverty and the empirical goal is to examine the state of child health among the abject poor, poor and non-poor households in India. This paper has been conceptualized with the following rationale; First, though multidimensional poverty has been acknowledged cutting across disciplines (among economists, development thinker, social scientists, public health professionals, policy makers and international organizations) and included in the development agenda, its measurement and application are still limited. Second, poverty eradication program in India identifies poor using the concept of multidimensional poverty but the official estimates of poverty continue to be derived from consumption expenditure data. Third, empirical evidence suggests an inverse association of level and inequality in child survival, that is, as mortality declines, the gap in child mortality between the poor and the better-off widens (Wang 2003) . Four, in transitional economies, health care services are more likely to benefit the non-poor than the poor (Gwatkin 2005) . Along with these goals and rationale, we hypothesize that there are no significant differences in child survival (infant mortality rate and under-five mortality rate) among the educational poor, wealth poor and health poor.
In deriving multidimensional poverty, both theoretical and methodological issues are of immense importance. Methodological issues include the fixing of a cut off point for the poor and nonpoor, aggregation of multiple dimensions into a single index, weighting of dimensions and the unit of analyses, while theoretical issues relate to the choice of dimensions, choice of indicators and the context (Alkire and Foster 2009; Alkire 2007) . The UNDP has devised two composite indices, namely the Human Poverty Index 1 (HPI 1 for developing countries) and Human Poverty Index 2 (HPI 2 for developed countries) to measure the state of multidimensional poverty in the domain of health, knowledge and living standard (UNDP 1997) . Among researchers, there is general agreement in specifying the poverty line of each dimension, but they differ in deriving the aggregate poverty line. While some have used the union approach (poor in any dimension) (Bourguignon and Chakravarty 2003) , others have used the intersection (poor in two or more dimension) approach (Gordon et al 2003) or relative approach (Wagle U 2007) in fixing the poverty line. On the theoretical front, the dimensions of education, health and income are often measured and few studies have included subjective well being such as fear to face hardship (Calvo 2008) in defining multidimensional poverty. Studies also document varying degrees of correlation between dimensions of poverty or deprivation (Klasen S 2000) .
Traditionally in the domain of income/consumption, poverty estimates were primarily based on income and/or consumption expenditure survey data. More recently, data from the Demographic and Health Surveys (DHS) were used in estimating poverty. Sahn and Stiefel (2000) estimated the change in poverty of African countries in the 1990s using the asset based welfare index.
Along with consumer durables and housing characteristics, they had used the educational level of head of household in defining poverty. Booysen, Maltitz and Rand (2008) extended the work of Sahn and Stiefel to seven African countries and found a decline in the poverty in five of these countries. Srinivasan and Mohanty (2008) using three rounds of Indian DHS data, estimated the change in deprivation level in Indian states.
In India, the estimates of poverty and the identification of poor for conditional cash transfer are carried out independently. The official estimates of poverty are derived by the Planning Commission based on consumption expenditure data collected by the National Sample Survey Organization (NSSO) in its quinquinneal round (since 1973-74) . On the other hand, the poor are reason for migration and preference of assistance) with a score ranging from 0 to 4 for the variables. The total score ranged from 0 to 52 and the states were given the flexibility of deciding the cut off points. There has been discontent on the methodology used in BPL surveys and misuse in the distribution of BPL cards (Sundaram 2003; Ram et al 2009) .
Evidence in India suggests reduction in consumption poverty, but the state of child health has not improved substantially. During 1992 During -2006 , the proportion of undernourished children had declined marginally (about two-fifths of children were undernourished in 2005-06). The infant mortality rate had declined from 77 deaths per 1000 live births in 1991-95 to 57 per 1000 live births in 2001-05 (IIPS and Macro International 2007) . Though there is a large differential in the state of child health and health care utilization by education and wealth status of the households, little is known on the state of child health by multiple deprivations. This paper attempts to measure the deprivation in multiple dimensions of capability and understand its linkage with child survival in India, using large scale population based survey data.
Data and Methods
In the last two decades, the Demographic and Health Surveys (DHS) have bridged the data gap on population, health and nutrition parameters of many developing countries, including India.
The DHS in India, known as the National and Family and Health Survey (NFHS), was first conducted in 1992-93 and the second and the third rounds were conducted in 1998-99 and 2005-06 respectively. The NFHS's are large scale population based representative sample surveys that cover more than 99% of India's population under rigorous conditions of scientific sampling design, training of investigators and high quality data collection and edit procedures. These surveys collect reliable information on births, deaths, family planning, nutrition, a range of health related issues including HIV/AIDS and the living conditions of households. There were improvements in coverage and dimensions in successive rounds of the survey. NFHS-3 canvassed three different survey instruments namely, the household schedule, the women's questionnaire and the men's questionnaire from the sampled households. The household schedule collected information on economic proxies such as housing quality, household amenities, size of land holding and consumer durables, whereas the women questionnaire collected detailed information on reproductive histories, health, nutrition and related information of mothers and children. The men's questionnaire collected information on men's involvement in health care, reproductive intention and knowledge and use of contraception from men in the age group 15-54. A detailed description of the survey design of the NFHS and the findings are available in the national report (IIPS and Macro International 2007) . In this paper we have utilized the data of NFHS-3 that covered a sample of 109,041 households and 124,385 women in the country (Table 1 (a)). The household file, women's file, birth history file and the member files are used in the analysis. 
Results
Results are presented in three sections. Section 1 describes the methodology of identification of poor and estimates of multidimensional poverty, section 2 describes health care utilization by poverty level and section 3 describes child survival among the abject poor, poor but not abject poor and non-poor. In the dimensional index of education, three indicators, namely, any adult literate member (15+) in the household and children in the school going age who had never attended school or had discontinued schooling are used. The literacy status of any adult member in a household is the basic and frequently used indicator that measures literacy. It is computed by the presence or absence of any adult literate member in the household. We prefer to use this indicator to that of the head of household as the average age of the household head is 46 years in the country. In such cases, the recent benefits of education (say in last 10-15 years) to the members of household will not be captured, while the educational level of any adult member will capture such changes.
3.1: Identification of the Poor and the Extent of Multidimensional Poverty
Second, the official age of child schooling in India is 6-14 years but we prefer to use the age any of the children in the school going age are out of school (include both never enrolled and discontinued schooling). It was found that 20% of the households did not have an adult literate member, 9% of the households had at least one child who had never gone to school and 4.8%
households had at least one child who had discontinued schooling. 
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Households without a single adult literate member Households with at least one child (7-14 years) who has never gone to school Households with at least one child aged (7-14) years who has discontinued schooling In the dimension of health, the weight of children below 5 years and the anaemia level of women (both married and unmarried) in the age group 15-49 is used in the analyses. These indicators are widely recognized health measures for children and mothers. However, as 43% children under age five are underweight and 55% women are anaemic (either moderate or mild or severe) in the country, we prefer to use the severity in these parameters in defining the health domain. We consider a household poor in the health domain if the household has at least a child who is severely underweight or a woman who is severely or moderately anemic. It may be mentioned that information on blood sample was not collected in the state of Nagaland and so the variable for the state is not used.
In the wealth domain, economic proxies (housing conditions, household amenities, consumer durables, size of land holding) of the household are usually used in explaining the economic differentials in population and health parameters as DHS does not collect data on income or consumption expenditure. These economic proxies are combined to form a composite index, often referred to as the wealth index and the PCA is the most frequently used method in deriving the wealth index. The utility of wealth index in explaining economic differentials in population and health parameters have been established (Rutstein and Johnson 2004; Filmer and Pritchett 2001) . However, our wealth index differs from the DHS wealth index in many aspects. First, we have constructed the wealth indices for rural and urban areas separately using the PCA, as estimates of health care utilization differ significantly when separate wealth indices are used for rural and urban areas rather than a single index (Mohanty 2009 ). Second, we have carefully selected variables based on theoretical and statistical significance in the construction of the wealth index for rural and urban areas. For example, the DHS wealth index does not include land in the construction of the wealth index, but uses agricultural accessories such as tractors and threshers. We have used agricultural related variables for rural but not for urban areas. Similarly, in rural areas a large proportion of households own a house, therefore we have not included this variable in the construction of the wealth index for rural India. Third, we have equated the cutoff point of the poor to the Planning Commission, Government of India estimates of poverty in 2004-05, based on uniform recall period. Accordingly, 26% of urban households and 28% of rural households were considered poor in the economic domain. The mean, standard deviation and the factor score (weight) of the variables used in deriving wealth indices are shown in Table 2 Based on poverty in each dimension, we have classified a household as abject poor, poor but not abject poor and non-poor (Table 3) . A household is classified as "abject poor" if it is poor in at least two of the three dimensions and "poor but not abject poor" if it is poor in only one dimension. Similarly, a household is classified as "non-poor" if it is not poor in any one of the dimensions and poor, if it is poor in at least one dimension. Results indicate that 27% of the households in India are poor in education and wealth dimensions each, while 21% are poor in the health dimension. The distribution of households in overall multidimensional poverty score suggests that 31% of the households in India are poor in one dimension, 17% are poor in two dimensions, 4% are poor in all three dimensions and 48% are non-poor. Based on the classification, 20% of the households in the country are said to be abject poor and 52% poor (inclusive of abject poor) with large rural-urban differentials. The classification of households on economic, education and health dimensions suggests that those who are economically poor are more likely to be educationally poor cutting across ruralurban boundaries. Among those economically poor, about half of them are educationally poor compared to one-sixth among the economically non-poor. However, the differentials in economically poor and health poor are not large.
We further validated the multidimensional poverty estimates with three critical variables; namely household with a BPL card, an account in a bank or post office and coverage under the health insurance scheme. The possession of a BPL card entitled a household to take benefits from the various poverty eradication schemes of the national and state governments such as subsidized ration, guaranteed employment, free housing and maternal benefits. A higher proportion of abject poor households possess a BPL card compared to the poor or non-poor validate the measure of multidimensional poverty. However, it also indicates that the majority of poor households are not covered under the poverty eradication program. Similarly, 14% of abject poor households had a bank or a post office account compared to 33% among the poor but not abject poor and 55% among non-poor indicating the limited access of abject poor and poor to financial institutions. The coverage of health insurance in the population is low and almost non-existent where the abject poor are concerned. These classifications also validate the measure of multidimensional poverty and suggest that the poor are disadvantaged in the service coverage. (Table 5 ) and found a similar pattern. Z-test shows significant differences among abject poor and poor but not abject poor, abject poor and non-poor and poor but not abject poor and non-poor In general, it has been observed that the extent of abject poverty and poverty decreases with age, educational level of households; it is higher among households with many members and among female headed households. For example, the extent of abject poverty was 18% among households with five or less members compared to 24% among households with seven members or more. It was 19% among male headed households compared to 29% among female headed households.
Given the demographic and developmental diversity in the country, we estimated the extent of multidimensional poverty in the states of India (Table 6 ) and compared it with consumption poverty estimates based on uniform recall period by the Planning Commission, Government of India for the period 2004-05. States with abject poverty of 10%-20%: Andhra Pradesh, Tripura, Tamil Nadu, Gujarat, Karnataka, Nagaland, Maharashtra and Haryana.
States with abject poverty of less than 10%: Uttaranchal, Manipur, Jammu and Kashmir, Mizoram, Sikkim, Punjab, New Delhi, Goa, Himachal Pradesh and Kerala.
The extent of abject poverty and the overall poverty is maximum in the state of Bihar followed by Jharkhand and minimum in the states of Kerala followed by Himachal Pradesh and Goa. It is observed that the overall poverty is high among states where the extent of abject poverty is high.
Further, the pattern of poverty generally follows the state of human development in these states.
A comparison of consumption poverty estimates by the Planning Commission, Government of India and the multidimensional poor indicates the large differences in the ranking of poverty.
The correlation coefficient of multidimensional poor and consumption poverty in the states of India is weak; 0.27 in urban and 0.65 in rural areas.
We have attempted to understand the correlation of dimensional poor and the correlation of consumption poor and wealth poor in the states of India at the macro level. Among the states of India, the rank order correlation of wealth poor and education poor (0.78) is higher than the correlation of wealth poor and health poor (0.58). However, the correlation of consumption poor and wealth poor are large and significant (0.70).
Poverty and Health Care Utilization
Many studies documented the rising inequality in health care utilization by economic status of households using direct economic measures (monthly per capita consumption expenditure) or asset based index in India (Mohanty and Pathak 2009) . Evidence also suggests that the progress in basic health services like medical assistance at birth and childhood immunization is slow and uneven within the country (Ram et al 2009) . In this section, we have examined the differentials in health care utilization with respect to four indicators namely, the usual source of health care of household, medical assistance at delivery, health card (vaccination) of the child and immunization coverage of children. The unit of analyses for utilization of usual health care services is the household, while the child is the unit of analysis for other variables.
The NFHS survey enquires the usual source of health care of the household. Based on the distribution, the usual source of health care has been categorized into the use of health services from the government health centre, the private health centre, the NGO/ Trust and others. A higher proportion of non-poor households mainly depend on the private health services compared to abject poor households. On the other hand, the differentials in use of health services from public health centers are small among abject poor and non-poor. However, a substantially higher proportion of abject poor usually depends on others, largely the traditional health practitioner, chemist and shop. Z-test shows significant differences among abject poor and poor but not abject poor, abject poor and non-poor and poor but not abject poor and non-poor
The medical assistance at birth is a critical maternal and child care indicator and linked to child survival. During the last decade, several programs including the ongoing Janani Surakhya Yojana (JSY) have been operational to promote institutional delivery and increase maternal and child survival among the poor. However, the findings reveal that just one-fifth of all births among the abject poor took place at a health centre compared to two-fifths among the poor and three-fifths among the non-poor. Even the natal care services from public health centers are used more by non-poor households compared to poor households, both in rural and urban areas.
Owing to cultural practices, some deliveries take place at home but they are assisted by health professionals. Accordingly, we have computed medical assistance at birth by the level of poverty. Only one-fifth of the births to the abject poor mothers received medical assistance compared to half among the poor and two-thirds among the non-poor. The rural-urban and state differentials in medical assistance at deliveries are large.
Information on health card and type of vaccination was collected from children born during the five years preceding the survey. Table 7 reports that half of the children belonging to the abject poor households did not have a health card compared to 29% among the poor but not abject poor and 16% among the non-poor. It was 8% among the non-poor in urban areas compared to 36% among the abject poor in rural areas. The differentials in health card by state shows that more than half of the children among the abject poor in the states of Assam, Bihar, Chhattisgarh, Jharkhand, Madhya Pradesh, Rajasthan and Uttar Pradesh did not even have a health card. Such proportions were much lower among non-poor households.
The state differential in medical assistance at delivery by poverty level showed that it was lowest among the abject poor followed by the poor but not abject poor and the non-poor in all the states except Kerala (Table 8 ). The state of Kerala is a model state in health care utilization and in the state of human development. In an underdeveloped state like Jharkhand, only 13% deliveries among the abject poor were assisted by a medical professional compared to 30% among the poor but not abject poor and 59% among the non-poor. Similarly, in developed states like Tamil Nadu, 79% deliveries among mothers of abject poor households received medical attention compared to 88% among the poor but not abject poor and 95% among the non-poor. To understand the differentials in medical assistance at delivery among the poor and non-poor in the states, we have computed the ratio in the service coverage of non-poor to abject poor. The closer the ratio is to 1, the lesser the inequality and vice versa. We found that states such as Kerala, Tamil Nadu, Andhra Pradesh, Goa, Himachal Pradesh and Punjab had a ratio of less than two indicating a smaller inequality in health care among the abject poor and non-poor. On the other hand, states such as Meghalaya, Jharkhand, Himachal Pradesh, Uttaranchal, Orissa, Assam, Arunachal Pradesh and Nagaland had a value of three and more indicating higher inequality in the state of health care. All other states had a value between two and three indicating the degree of inequality in maternal health care. Following medical assistance at birth, we have attempted to understand basic childhood immunization by poverty level in the country. Basic childhood immunization is the most successful and cost effective public health tool in preventing infectious disease during childhood.
The World Health Organization under the Expanded Immunization Program in 1974
recommended one dose of BCG, three doses of DPT (diphtheria, pertussis and tetanus), three doses of polio and one dose of the measles vaccine by the first birthday to prevent six major preventable childhood diseases namely, measles, tuberculosis, pertussis (whooping cough), diphtheria, tetanus and poliomyelitis. These vaccines have been integrated into the public health program of many developing countries including India. Usually, the date and type of vaccination of a child are recorded in a health card that is provided either by the health centre or the health worker visiting home. Childhood vaccinations are estimated for children in the age group 12 to 59 months. We have restricted the analyses to 12-59 months as the vaccinations are given at different months in the first year of the child's life and measles is the last dose in the vaccination. The differentials in all recommended vaccination coverage by poverty level are large, more disadvantageous to the abject poor than to the poor and non-poor. While the difference in polio coverage among the poor and non-poor is small, it is large in DPT and measles. For example, only 36% of the children belonging to abject poor households had a vaccination of DPT 3 compared to 70%
among the non-poor. Taking all recommended vaccinations into consideration, the complete immunization coverage has been computed which was 26% among the abject poor, 44% among the poor and 59% among the non-poor. The low level of vaccination among the children belonging to abject poor and poor households is a reflection on the services extended to multidimensional poor households. The differentials in measles vaccination to children in the age group 12-59 months also vary largely among the states and are similar to that of medical assistance at birth; it is highest in Kerala and lowest in Nagaland.
Poverty and Child Survival
Evidence across developing countries suggests substantial reduction in infant and child mortality during the last two decades. While immunization of children was primarily attributed in improving child survival in the 1980s, reduction in poverty and malnutrition, improvement in the environmental conditions, the use of health services by the mother were significant factors in the reduction of infant and child mortality in the 1990s (Rutstein 2000; Hatt L.E and Waters H.R 2006) . In the Indian context, improvement in the under-five mortality rate is slow and it accounts for about one-fifth of the global under-five mortality rate (You et al 2009) . Moreover, the health care services in India, like those in other transitional economies, benefit the non-poor more than the poor.
In this section, we have discussed the differentials in infant mortality rate and the under-five mortality rate by poverty level in India and the states. The IMR and under-five mortality rate are also two of the 48 monitoring indicators of the millennium development goals and are directly linked to the state of poverty of the households. We have estimated the IMR and U5MR from the birth history file. The reference period in estimating IMR is five years, while it is ten years for U5MR. We have used the life table method in estimating these mortality indicators. Our findings also reveal that the infant mortality rate and the under-five mortality rate are the highest among the abject poor followed by the poor but not the abject poor and non-poor cutting across the place of residence. The estimated IMR was 64 per 1000 live births among the abject poor, 57
among the poor but not abject poor and 40 among the non-poor in the country (Table 10 ). The estimated under-five mortality rate was 102 among the abject poor, 78 among the poor but not abject poor and 53 among the non-poor. The IMR and under-five mortality were higher in rural areas compared to urban areas. Table 11 reports the estimated IMR and the under-five mortality rate for the states of India. In general, the estimated IMR and under-five mortality rate follows a pattern similar to that of the national average; it is maximum among the abject poor followed by the poor but not abject poor, and minimum among the non-poor. For example, the estimated IMR among the abject poor in where the differences are between 10 to 25 points and in the remaining states, the differences are small. This brought out the interstate differentials in IMR and U5MR within the country.
However, there are four states (out of 29 states) where the estimated IMR among the abject poor or poor but not abject poor is lower than that of the non-poor. These states are Haryana, Bihar, Chhattisgarh and Orissa. This is probably due to misreporting of infant deaths as the level of female literacy is low in these states. These states also have higher estimates of IMR among the poor but not abject poor, than among the abject poor. There are two more states, namely, Assam and Meghalaya where the estimated IMR among the abject poor is lower by 5 points or more, to those of poor but not abject poor, probably due to lower sample size. The pattern is similar for the under-five mortality rate. We have not provided the estimated IMR of the abject poor in the states of Himachal Pradesh, Goa and Kerala because the size of the sample is small. The standard error of IMR and U5MR by poverty class is also shown in Appendix 1. We examined the differentials in IMR and under-five mortality rate with respect to education, health and wealth poor and non-poor (Table 10 and Table 12 ). We found that there are no significant differences in both IMR and U5MR with respect to the wealth poor and the education poor at the national level. However, the estimates are marginally lower among the health poor compared to the wealth poor or education poor. In all other states, the IMR among the wealth poor is higher than that of the educationally poor and health poor. Even in these states, the level of IMR is quite high among the educationally poor or health poor. The pattern is similar with respect to U5MR.
Discussion
With the evolution of the human development paradigm (UNDP 1990 ) and the capability deprivation (Sen 1985 (Sen , 1999 , a shift from money metric poverty to multidimensional poverty has been envisaged in national and international development agenda. However, the measurement and application of multidimensional poverty is limited in many developing countries including India. Though there are concerted efforts to alleviate multidimensional poverty through various developmental schemes like the National Rural Health Mission (NRHM), the National Rural Employment Guarantee Scheme (NREGS), Sarva Siksha Abhiyan (SSA), the official estimates of poverty in India are still confined to money-metric poverty, derived from consumption expenditure data.
In this paper, we have attempted to estimate multidimensional poverty in India using the most recent round of National Family and Health Survey data and examined the state of child health among the abject poor, poor but not abject poor and non-poor households. The choices of indicators are context specific and subject to the availability of data. However, many of the indicators we have used are commonly used and available in a large number of developing countries. Four of the health care and child health indicators used in the analyses (medical assistance at delivery, coverage of measles vaccination, the infant mortality rate and the underfive mortality rate) are the monitoring indicators of MDGs. We have used the most simplified and practical method of deriving dimensional poor; multidimensional poverty is derived using the union approach. Our results show that about half of India's population is poor and one-fifth are abject poor (poor in two or all three dimensions) with large rural-urban and inter-state differentials. These estimates are substantially higher compared to the official estimates of poverty for all the states of India. We found that abject poor households had limited access to financial institutions, health insurance schemes and that a higher proportion of abject poor are . With respect to health care utilization, the poorest of the poor (abject poor) are the disadvantaged in all states with the exception of Kerala. When we compared the three fold differentials (among abject poor and non-poor) in health care utilization with that of wealth quintiles as defined in NFHS 3 (fifth and first quintiles), we found that our differences are large which validates the utility of deriving multidimensional poverty. The estimated infant mortality rate and the under-five mortality rate are substantially higher among the abject poor compared to the poor and non-poor across all states. Further, we observed that there are no significant differentials in estimates of IMR and under-five mortality rate among the education poor and wealth poor households and the differences with health poor households are marginally lower than that of the wealth poor at the national level. At the state level, there are varying patterns with twelve states having equal or higher estimated IMR among the education poor compared to the wealth poor. Similarly, there are eight states where the estimated IMR among the health poor is higher than that of the wealth poor. This indicates that all these dimensions are equally important in devising strategies to promote child survival and calls for integrating multidimensional poverty in planning and program implementation. Further, the large differentials in health care utilization, the infant mortality rate and the under-five mortality rate among the abject poor and poor not only validates our measure of multidimensionality poverty but also depicts the poor state of child health in the country. This differential holds good by place of residence and among the states. We acknowledge that this study could not provide the estimates of infant and child mortality for the smaller states in India because the size of the sample was small and limited to the indicators available in the data set.
From policy perspectives, multidimensional poverty clearly demonstrates the multiple deprivation of a household in the key domain of human development, that is, education, health and living standard and its linkage with inequality in health care utilization and health of the population. The multidimensional poverty index will serve better for policy formulation as it can address the growing inequality in health care utilization and health outcome among population sub-groups in the country effectively. The large differentials in health care utilization and child survival among abject poor and non-poor (for example three-fifth of births among abject poor received a medical assistance compared to one-fifth among the abject poor) clearly demonstrate the utility of focusing multiple deprivations in policy and program to reduce inequality in healthcare utilization. Also, the small differences in IMR and U5MR among the education poor,
wealth poor and health poor demonstrated that the MDGs are interconnected and therefore the need to address these together.
Research and Policy Implications
The implications of the findings of this study are both for research and policy. With respect to research, the paper demonstrated the robust measurement of multidimensional poverty and its linkages with child survival and health care utilization using data from a large scale population based survey. The selection of indicators is illustrative and contextual. We recommend that data collected in a number of population based surveys such as the Demographic and Health Surveys (DHS), World Health Survey (WHS), the Multiple Indicator Cluster Surveys (MICS) etc can be used to develop the measurement of multidimensional poverty at national and sub-national levels. It is also useful to link multidimensional poverty with process and outcome indicators such as health care utilization, health and health inequality in the population and derive inferences for evidence based planning.
Based on the findings, the foremost policy implication from the study is to take note of the exclusion of a high proportion of the abject poor in BPL programs which are specifically designed for conditional cash transfer and eradicating extreme poverty. That only two-fifths of abject poor households had a BPL card is an indication that majority of the poor are excluded from the poverty eradication program. Hence, the inclusion criterion and the transparency in the allocation of BPL cards need to be examined so as to reduce poverty. Second, we recommend moving from the long contested measure of consumption poverty to multidimensional poverty in planning and program implementation of the centre and state governments, by developmental agencies and various organizations. The Planning Commission has already recognized the multidimensional nature of poverty. We suggest more research to be undertaken so as to arrive at more precise estimates of poverty. We also suggest in using multidimensional poverty as one of the criteria in the transfer of fiscal resources from the centre to the state. Among other factors, We suggest using scientific measures as illustrated in the analyses and increase the weightage of deprivation in transfer of resources. Given the federal structure and diversity in socio economic development in India, there is a need for general consensus among the states of India to fight poverty together. Such a collective effort and consensus among the states of India will be similar to the commitment of developing and developed countries in achieving the MDGs. Finally we recommend protective measures in health care utilization for the abject poor irrespective of caste, creed, religion and space so as to address the equity issues to realize the MDGs.
